He thought it would be a mistake to scrap the old operation, especially in the case of the calf muscles, on account of the difficulty of judging the proportion of the nerve to exsect. He asked whether flexion at the hip and knee were not interrelated, and what could be done for contracture of the psoas. He advocated re-education after Stoffel's operation.
Mr. NAUGHTON DUNN said that they were apparently all agreed that the most effective operative treatment to overcome spastic deformities was by direct operation on the muscles or their motor nerves. About the same time as Stoffel was doing his original work he had operated on a series of cases of spasmodic flat foot by crushing the motor nerve branches of the peroneal muscles. The results were excellent in that the patient walked early without splintage, and during temporary paralysis of the peroneal muscles the invertors of the foot had an opportunity of developing and restoring the arch. In spastic paralysis, however, the problem was complicated, as Dr. Riddoch had pointed out, by the fact that the extensors of the limb were, in the severer cases, also in a state of hypertonus, and their range of voluntary control was limited. He could hardly believe that Mr. Bankart would dispense with splintage and re-education in these cases. The main point he wished to emphasize was that the prognosis in spastic paralysis depended on the degree of voluntary control of the limb rather than on the particular operation performed to overcome the spasm of the muscles responsible for the deformity. The other point to which he wished to draw attention was the fact that occasionally flexion of the knee and equinus deformity of the foot might be secondary to simple adductor spasm. This could be demonstrated by seating the child on a table and observing that voluntary extension of the knee and dorsiflexion of the foot were present. In these cases the knee flexion and the equinus were assumed by the child in order to make locomotion possible in the presence of adductor spasm, so that only operation to overcome the latter was necessary. Mr. Bankart had given a careful and interesting review of the treatment of a very difficult type of case.
Mr. P. JENNER VERRALL said he had had good results from Stoffel's operation in the legs of spastic children, but not in the arms of adults. He had successfully treated flexion at the hip by section of the psoas at its insertion, leaving the iliacus intact.
Mr. BANKART (in reply)
said that Dr. Riddoch was talking of recoverable lesions, while he (the speaker) had devoted his paper to permanent conditions in which contracture would recur, even after prolonged splintage, as soon as the splints were removed. He agreed that Stoffel was not the first to divide the obturator nerve for adductor spasm, but he was the first to formulate a definite plan of treatment by neurectomy for spastic paralysis, and it was the best treatment that had yet been devised for physiological contracture. When there was anatomical shortening the muscle must be attacked directly, and he sometimes combined this measure with nerve section. In the actual section of the nerve there was a tendency to do too little rather than too much. He divided both divisions of the obdurator nerve in the thigh, and personally was disinclined to perform the abdominal operation. There were no age-limits for the operation, but he rarely saw cases younger than 2 or 3 years of age. The true Stoffel operation was carried out upon the main nerve trunk and not upon nerve branches. He had had no experience of decompression in this class of case. He doubted the value of such a procedure when spastic paralysis was well established. He never used splints after Stoffel's operation, except when this was combined with operation upon the muscles or tendons. He agreed that some aftertreatment might be beneficial, but he emphasized the fact that after Stoffel's operation prolonged after-treatment and particularly the use of cumbersome walking instruments were entirely unnecessary.
